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F 000 INITIAL COMMENTS F 000

 This visit was for the Investigation of Complaint 

IN00207112.

Complaint IN00207112 - Unsubstantiated due to 

lack of evidence.

Survey date:  September 7, 2016

Facility number:  000028

Provider number:  155070

AIM number:  100275370

Census bed type:

SNF/NF:  115

Total:  115

Census payor type:

Medicare:  10

Medicaid:  90

Other:  15

Total:  115

Sample:  3

Green Valley Care Center was found to be in 

compliance with 42 CFR 483, Subpart B and 410 

IAC 16.2-3.1 in regard to the Investigation of 

Complaint IN00207112.  

QR was completed by 99993 on 09/08/16.
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